white pus is discharging; the lesion on the right side of the chest is similar but it has dried up.
General examination.-Nothing abnormal found except occasional extra systoles. Wassermann reaction negative.
Investigations.-Blood-count: R.B.C. 4,810,000; Hb. 94%; C.I. 0 9; W.B.C. 8,100. Differential: Polys. 68%; eosinos. 1-67%; basos. 0,34%; large hyals.
2%; small and large lymphos. 28%.
Examtination of pits.-Organisms: Staphylococcius aureus; Streptococcus haemolyticus. Skiagram of chest : Negative. As the result of 2/3 P.D. of unfiltered X-rays one of the ulcerated lesions has become definitely flatter during the past week, and the discharge of pus has almost ceased.
Discussion.-Dr. I. MUENDE said that he had removed a small piece of tissue from the largest tumour, which was now ulcerated; when he had first seen the patient it was a small smooth button-like tumour. The epidermis was thinned, and the corium was densely infiltrated with cells, which were arranged in a manner suggestive of Hodgkin's disease. There were little nodes of epithelioid cells showing mitotic figures surrounded by small round cells and numerous plasma cells. He was aware that Hodgkin's disease of the skin did not have a typical pathology, and that the histological picture could vary from a simple small round-celled infiltration to the typical picture seen in affected lymph-glands. This patient now had a small lymphatic gland which was enlarging, and, even in the absence of any general glandular enlargement, this should be removed and subjected to a close examination.
An article in the Acta Dermato-Venereologica (Vol. xv, fasc. 6, December 1934) stressed the point that the histology of Hodgkin's disease of the skin need not be typical and might sometimes be the forerunner of glandular involvement.
Dr. A. M. H. GRAY said that he did not pretend to make a diagnosis in this case. Dr. Wigley had asked him if he had seen anything similar to this in cases of lymphadenoma. It reminded him (Dr. Gray) of a case of lymphadenoma in an advanced stage, seen several years ago, in which necrosis of the skin had set in beginning in the neck. There were no other lesions. The patient was a boy. The condition appeared to be a primary necrosis of the skin.
The other condition of which this case reminded him was that in a casel which Dr. H.
Semon had shown, with multiple tumours, which were ulcerating in much the same way as was seen here. It was thought to be a case of mycosis fungoides but turned out to be one of primary sarcoma of the skin. Dr. H. T. BARRON asked whether it was not usual for the cutaneous lesions due to Hodgkin's disease to itch. This man said he had never felt any itching. Dr. W. FREUDENTHAL said that judging from the sections shown on the slides, he thought the condition was sarcoma.
The patient is a woman, aged 24. For as long as she can remember she bas had a small growth on the inner aspect of the right thigh. Two years ago she knocked it, causing it to bleed, and the bleeding recurred frequently after minor traumata. She consulted her doctor who proposed excision, but as this was refused, he treated the growth for nine months with repeated applications of a caustic.
When first seen, a year ago, she presented ulceration as a result of the caustic treatment, a mass of confluent pinkish-red smooth nodules in the treated area, and an enlarged inguinal gland. An excised nodule showed an alveolar melano-carcinoma, containing very little pigment.
Mr. E. Gillespie performed a block dissection of the inguinal glands, and finding the deeper glands also affected, went on to include a retroperitoneal excision of all the iliac and lateral pelvic glands and of the aortic glands as far as the renal vessels. A month later, Mr. Lawrence carried out a wide local excision of the affected skin, which included a block dissection of the subcutaneous tissue and underlying fascia Microscopic examination of the glands showed melanotic deposits in all except the higher aortic glands, which were the site of chronic inflammatory changes only.
Two months later, two pin-point black spots appeared just below the termination of the scar. Latterly, these have increased considerably in number, and slightly in size. There is now a large number of these very small brown or black nodules lying in and around the scar, covering the site of the primary lesions.
There are no palpable glands, and the liver and spleen are not palpable. Skiagrams of the lungs show nothing abnormal and the patient's general health remains good.
The important question arises as to whether any further treatment is desirable and if so what form it should take.
Discussion.-Dr. H. CORSI said that a heroic attempt had been made to save this girl's life, and in pursuance of that he (the speaker) thought the leg should be amputated. He said there was the possibility that she might survive, all the lymph-channels having been blocked off all the way up the thigh. A more important reason still for that step was that after amputation her remaining time would be less unpleasant, as these tumours later became very objectionable.
Dr. KLABER (in reply) said he had hoped that other suggestions might have been made; it was difficult to be sure what would be the best thing to do. He had hesitated to advise amputation, as the patient had already undergone two extensive operations and the ultimate prognosis must in any case be uncertain.
Elephantiasis Nostras
This woman is aged 42. For the last nine years she has had recurrent attacks of lymphangitis affecting the right leg. Each of these was ushered in by a rigor, followed by diffuse reddening of the leg and the appearance of a lump in the groin. She has never been abroad. She has had five children and gives no history of puerperal sepsis. Mr. A. Goodwin reports that there is no evidence of pelvic infection.
The right leg shows diffuse lymphatic cedema but the foot is apparently free from this. On the lower half of the leg and outer aspect of the dorsum of the foot, are a number of suppurating firm vegetative masses.
The Wassermann reaction is negative. The Mantoux test has not yet been performed. Several weeks' administration of mercury and iodides by mouth has not diminished the exuberance of the lesions, though they are less purulent since the use of hot fomentations.
A section shows a warty overgrowth of the epithelium, with marked lymphangiectasis, cedema, and a mixed-cell infiltrate in the upper part of the corium. In the deeper part, however, are poorly staining areas, rich in giant cells and epithelioid cells, surrounded by small lymphocytes which may be properly described as tuberculoid.
Discussion.-Dr. R. T. BRAIN asked whether the warty growth had appeared since the treatment, as it looked like an iodide granuloma.
Dr. KLABER (in reply) said that the vegetative condition was of many months' duration before treatment was begun. The patient had had no iodides until recently. This man, aged 27, is manager of a butcher's shop. During Christmas week he pricked the dorsal surface of the base of his thumb with a bone which he thinks was either from pork or rabbit. A swelling appeared and gradually spread over the hand centrifugally, showing a well-defined margin. It subsided after a period of about a month. At this time an irritable follicular eruption appeared on the flexor surfaces of the forearms and gradually spread upwards. There is now an extensive slightly scaly bright-red macular eruption affecting particularly the flexor surfaces of the forearms, the sides of the trunk, the lower part of the abdomen, the front of the upper third of the thighs and the sacrum. This is fading above, but extending
